1. Introduction {#sec0005}
===============

Mediastinal ectopic thyroid gland is a rare entity of the ectopic thyroid tissue (ETT) and accounts for approximately 1% of all mediastinal tumours \[[@bib0005]\]. Only a few cases have been reported in the literature. Although it is a rare entity, it should be considered in the differential diagnosis and workout of all mediastinal masses. This work has been reported in accordance with the SCARE criteria \[[@bib0010]\].

2. Patient information {#sec0010}
======================

A 32-year-old lady Medically free suffered from a road traffic accident. Her X-ray and CT scans of the chest showed a well-circumscribed mediastinal mass compressing and kinking the trachea from the left side and extending into the anterior mediastinum. It was found not to be related to the trauma.

Patient had no Past Surgical History and Had no family history of cancer, genetic diseases Or Similar illness.

3. Clinical findings {#sec0015}
====================

The patient was asymptomatic apart from some degree of dyspnoea on exertion and heavy exercise. She was vitally stable and afebrile. Local examination of the neck and chest showed normal findings.

4. Diagnostic assessment {#sec0020}
========================

\#CBC, LFT and RFT were within normal limit

\# Thyroid Function Tests were within normal limit

-TSH: 1.75 mIU/L (Normal: 0.35--4.94). --Free-T3: 4.02 pmol/L (2.63--5.70). --Free -- T4: 12.35 pmol/L (9--19).

\# CT scan of the neck and chest with double contrast revealed ([Fig. 1](#fig0005){ref-type="fig"}A and B):Fig. 1(A) The mediastinal mass is extending from the neck to the anterior mediastinum, it is infront the arch and the great vessels compressing the subclavian and carotid arteries posteriorly. (A and B) Superior anterior mediastinal mass, measuring 5.2 × 4.4 × 5.2 cm, with heterogeneous and peripheral enhancement.Fig. 1

A big mediastinal mass was found to compress the trachea from the left side, extending into the superior part of the anterior mediastinum and slightly into the visceral mediastinum. It measured 5.2 × 4.4 × 5.2 cm, with heterogeneous and peripheral enhancement, foci of calcification and fat density, and with tracheal shift to the right. However, there is no narrowing of the airway. The mass is inferior and separate from the left thyroid lobe with mild displacement of the mediastinal vessels. There was no bony destruction or bony lesion. Both lung parenchymas were found to be normal, with no sizeable consolidation. There was no pleural effusion, and the osseous structures were normal.

The differential diagnosis of the mass in the paratracheal position extending into the anterior mediastinum included teratoma and germ cell tumours, substernal goiter, Castleman's disease, and neurologic tumours. Indeed, substernal goiter was excluded after the CT scan due to clear separation between the mass and the left thyroid lobe.

5. Therapeutic intervention {#sec0025}
===========================

Surgical excision of the mass was planned to reach a diagnosis and avoid the development of pressure symptoms. Fibre optic bronchoscopy was done initially to evaluate the airways. There was compression of the lateral wall of the trachea on the left side with no infiltration. Midline partial sternotomy was performed. A mass was indentified in the suprasternal area, compressing the trachea from the left side. This mass was mainly located in the anterior mediastinum and was not surrounded by the pretracheal fascia. Dissection of the mass was done from the left innominate vein and from the innominate artery and common carotid artery and other surrounding structures. The mass was well circumscribed, multinodular, and had firm inconsistency. It was measured to be about 10 × 5 cm and grossly looked like a thyroid tissue ([Fig. 2](#fig0010){ref-type="fig"}A and B).Fig. 2(A and B) Mediastinal mass after excision was well circumscribe, multinodular, firm inconsistency, 10 × 5 cm, grossly looks like thyroid tissue.Fig. 2

6. Follow-Up {#sec0030}
============

\# Histopathology of the mass revealed ETT negative for malignancy.

\# Postoperative thyroid ultrasound showed that both the thyroid lobes are of normal average size with normal AP diameter and homogenous texture.

7. Discussion {#sec0035}
=============

ETT is any thyroid tissue that is not found in relation to the anterolateral aspect of the 2nd to 4th tracheal rings. It is due to failure of the thyroid gland to migrate from foramen ceacum to the normal position of thyroid gland. The most common area of ETT is lingual thyroid and accounts for about 90% of all cases reported in the literature \[[@bib0015]\]. Other common locations include the base of the tongue, submandibular or sublingual sites and prelaryngeal sites. It is rarely present in the heart, aorta, lungs, mediastinum, esophagus, gallbladder, duodenum and adrenal glands \[[@bib0020]\].

ETT is more common in females with the female:male ratio being 4:1. It can occur at any age but is particularly observed during childhood, adolescence and around menopause. The increased demand for thyroid hormones leads to increased thyroid stimulating hormone (TSH) levels, which subsequently leads to ETT growth. Previous studies showed that 33%--62% of patients with ETT may develop hypothyroidism with increased TSH. level \[[@bib0025],[@bib0030]\].

ETT is one of the pathologies that should be considered while investigating cases of mediastinal tumours. The commonest mediastinal tumours are lymphomas, germ-cell tumours, substernal goiter and neurogenic tumours and Castleman's disease.

Ectopic thyroid in the thorax without connection to the original gland in the neck is very rare, and only a few cases have been reported in the literature \[[@bib0035],[@bib0040]\]. It is also important to differentiate between substernal goiter, ectopic thyroid, and forgotten goiter.

Substernal goiter is usually defined as a thyroid formation with cervical departure that goes beyond the superior thoracic inlet for at least 3 cm. It preserves the connection between the thoracic and cervical portions and receives blood supply from the neck. The "forgotten" goiter is an extremely rare disease in which a mediastinal thyroid mass is found after total thyroidectomyn. The other important criterion of substernal extension of thyroid gland is the location in the mediastinum. It descends directly into the visceral compartment surrounded by the pretraccheal fascia and only reaches the anterior mediastinum after reaching a huge size \[[@bib0045], [@bib0050], [@bib0055]\].

Radiological imaging studies such as ultrasound, CT scan and magnetic resonance imaging may be helpful in knowing the extension of ETT, but the best diagnostic test for ETT is thyroid scanning with technetium-99 m. Tissue biopsy can be performed using many methods such as CT-guided fine needle aspiration, EBUS-transbronchial needle aspiration or surgical excision \[[@bib0060]\].

Benign mediastinal ETTs are usually asymptomatic and euthyroid and are found incidentally. Surgical intervention should always be considered in the course of diagnosing the nature of the mediastinal mass even in elderly patients. This is because of the high risk of tracheal compression and the low morbidity of the surgery \[[@bib0065],[@bib0070]\].

Surgical excision of mediastinal masses is done either through thoracotomy or sternotomy according to the location of the mass \[[@bib0075]\].

In our case, the patient was a young lady, asymptomatic with the incidental discovery of the mass. Mediastinal mass excision was done through a sternotomy incision to reach the anterior mediastinum and extended into the neck to free the tumour from the trachea. The histopathology revealed benign ETT. The patient had normal thyroid function test with normal anatomical location of the thyroid gland.

8. Conclusion {#sec0040}
=============

ETT in the mediastinum is rare and can be associated with normal thyroid function and normal thyroid anatomical location. It should be considered in mediastinal mass evaluation and also be differentiated from substernal goiter.

Conflict of interest {#sec0045}
====================

All Authors denies any conflict of interest.

Funding source {#sec0050}
==============

There are no sponsors and there was no special funding for writing or publication of this case report.

Ethical approval {#sec0055}
================

Approval has been granted by the Clinical Research Committee based on written consent from the patient.

Consent {#sec0060}
=======

Written consent was taken from the patient for publication of this case report and the accompanying images.

Author contribution {#sec0065}
===================

Mohamed Regal: Operated the patient, Review the manuscript.

Mohammed Maamoun Kamel: Operated the patient.

Hassan Alyami: Collected the data for the case report.

Emad M AL-Osail: Wrote the Manuscript.

Registration of research studies {#sec0070}
================================

N/A.

Guarantor {#sec0075}
=========

Mohamed Regal and Emad M AL-Osail.

Availability of data and materials {#sec0080}
==================================

The datasets used during the current study are available from the corresponding author on reasonable request.

Provenance and peer review {#sec0085}
==========================

Not commissioned, externally peer-reviewed.
